Tounderstandmission-based management, we must be cognizant of history: a time before managed care and cost containment and cost-sharing. Medical schools and teaching hospitals enjoyed heady days in the decades after the rise of the National Institutes of Health and the creation of the national Medicare and Medicaid programs when their successful expansion was fueled by ample and growing revenues. A strong medical school was defined as a conglomerate of strong and everexpanding departments, which meant that institutional leaders need not pay great attention to cost-effectiveness or efficiency.
That was then. Beginning in the 1980s, academic medicine in the United States faced lower reimbursement rates for physician services, new regulatory burdens, and greater cost-sharing by research sponsors, which demanded more efficient use of resources. In response to the changing external healthcare delivery and reimbursement environment in the 1980s and 1990s, medical schools expanded their clinical practices and demanded higher productivity and revenue generation from clinical faculty, which left less time for education and research activities. 1 Observers worried not only about the ability of the academic medical center to remain financially solvent but also about the sustainability of the academic missions in the shadow of the clinical enterprise. 2 At the same time, the traditional model of autonomous, entrepreneurial departments gave way to a growing emphasis on the interdependent whole greater than the sum of its parts.
Mission-based management (MBM), mission-based budgeting (MBB), and related permutations emerged from this milieu. The development of these approaches was organic; their origins difficult to pinpoint to one particular person or institution.* Regardless of origin or name, the impetus for the idea was the desire to use improved data to make better strategic decisions about the whole institution. Mission-based management emerged as a way to understand the costs and revenues associated with the multiple missions of the medical school; to align departmental expectations with accountability and outcomes; to share transparent data and information; and to make good decisions based on those data. The ultimate goal was to "put our money where our mouth is;" 3 that is, to determine revenues and costs, then allocate funds based on core mission and values, all in an open, transparent way so administrative and faculty leaders would have ownership over institutional successes and challenges.
In practice, the mission-based strategy has never been simple. Confronting the underlying assumptions of institutional culture, norms about decision-making, standards of accounting and budgeting, practices of chair leadership, and faculty expectations about effort and accountability are Herculean. But medical schools could not avoid these challenges; the traditional way of managing, which worked well for many years, simply could not sustain and improve the institution under emerging fiscal conditions. 4 The environment demanded change in how academic medical centers made decisions, understood and acted upon their finances, and planned for the future.
Some medical schools embarked on a formal MBM process with the encouragement and guidance of a partnership between the Association of American Medical Colleges (AAMC) and CSC Healthcare. Others adopted MBM practices on their own. Still others embraced MBM-like (or even MBM-lite) models of management and budgeting that acknowledged the fiscal realties of an ever-changing healthcare and academic marketplace. Public medical schools, with their familiarity with state legislatureimposed accountability requirements and demands to justify medical education costs, gravitated toward MBM to a greater extent than private schools. While many private medical schools have adopted productivity metrics, as a group they have been less likely to embrace a full-scale MBM strategy (Loyola and Creighton being two notable exceptions).
Mission-based management was and is attractive to deans, chairs, and others because it focuses on several fundamental questions, such as: prognosticators were predicting the dominance of managed care, and academic medical centers were building integrated delivery systems, buying physician practices, even merging institutions. [5] [6] [7] It has remained a popular strategy while other tactics have fallen out of favor, however, as institutional leaders have realized its strengths are not dependent on a particular fiscal condition but serve to advance mission, values, and strategic decision making in good times and bad.
The Mechanics of Mission-Based Management
From a mechanical point of view, MBM involves only two steps: first, integrating the financial statements of the medical school to align costs and revenues with each mission; and second, tracking faculty and/or department-level activities in various missions. The literature sometimes refers to these accounting and tracking devices as mission-based budgeting, 8 mission-based reporting, 9 -10 mission-aligned management, 11 or mission-aligned planning. 12 These tracking and accounting processes alone, however, are not mission-based management. They are tools that support MBM, but fundamentally, MBM is a management philosophy and approach that shifts institutional culture to embrace open books, peer accountability, and collaboration and teamwork.
The first tool of MBM, an integrated financial statement, is a challenge to produce because of the typically unstandarized way of collecting financial information across the institution. Put succinctly:
Department chairs have to integrate information from disparate sources, including the university, hospital, group practice, school, and department in order to compile the financial and productivity reports needed to manage. School-wide budgets and financial reports are a "rollup" of departmental information, making it difficult to integrate basic revenue, cost, and productivity information for the whole institution. A lack of standardized accounting policies and practices across departments, combined with a range of business capabilities within departments, make it even more challenging to develop a complete picture of the school's performance by mission, and by program and department. 13 According to the mission-based management model, medical schools need mission-specific financial statements and reports in order to understand the underlying economics of the enterprise: where money comes from, where it goes to, and whether surpluses or reserves are used consistent with the institution's mission and goals. 14 19 Many U.S. medical schools have adopted such systems and have learned from trial and error. Two articles by Howell, Hogarth, and Anders 9 -10 testify to the difficulties some schools have encountered in designing and implementing systems to measure productivity. Importantly, these articles do not claim to reflect mission-based management as defined in an earlier section of this essay. Rather, their mission-based reporting system was a tool to measure faculty productivity that was developed without a clear purpose from their dean's office. 9 These articles outline the process, barriers, and outcomes of their system and reflect the struggles that some medical schools have encountered.
The measurement of faculty activity and productivity in teaching became a widespread-and controversial-activity. Mallon and Jones' summary of educational productivity systems 16 noted a host of challenges that medical schools endured in their attempts to document teaching activity. They highlighted several recommendations to avoid such pitfalls:
▪ Present the need for data in the context of the institutional story of change and improvement. What problems are these data being collected to solve?
▪ Ensure that hard data do not hold primacy over soft data, the intuitive data gathering and analysis that chairs and deans already use to make decisions.
▪ View the system of faculty productivity as a process of learning and discovery to identify institutional values and then act on those values.
▪ Work to implement quality indices parallel to or in conjunction with quantitative measures.
▪ Resist the desire to capture every instance of teaching activity. Keep the system simple.
Several of the articles in this compilation report how schools have avoided or ameliorated some of these difficulties. Ruedy et al. 20 speak to the importance of keeping the system simple. "It is important," they advise based on their ten-year experience at Dalhousie University Medical School, "to ensure that the measurements. . . assess outcomes rather than activity. In the absence of such outcome measures it is necessary to select a limited number of activity measurements that can serve as proxy measure [s] ." 20, p. 1128 Jarrell et al. 21 describe the University of Maryland's experience with measuring clinical education efforts. They cogently argue that measuring individual faculty member's education activities does not necessarily reflect the school's educational mission. Instead, Maryland adopted a method that focuses on department-level data, which led to a redistribution of $1 million of dean's funds in fiscal year 2002 among departments contributing to the education of medical students.
Leaders at the University of Wisconsin use a mission-aligned management model to allocate its state contribution and dean's tax revenue to departments. 11 Their system did not rely on selfreporting of faculty activity and included credit for interdisciplinary teaching and research. In addition to the reallocation of funds to reflect mission and goals, two significant outcomes were the strengthening of department chairs as managers and the transparency of the model, two key components of the overall mission-based philosophy. Sloan et al. 12 describe the mission-based planning system at the University of Texas Health Science Center at San Antonio medical school, which might be considered a "second-generation" MBM process. The authors note their desire to maintain simple indices of faculty effort and report several successful shifts in departmental strategic direction based on the data collection and analysis.
Stites et al. 19 describe at the department level the problem that many schools face at the institution level: "distribution of departmental funds . . . has previously been the prerogative of the department chair. No clear metric linking these funds with the mission of individual faculty was used. For example, some subspecialty divisions with minimal direct involvement with teaching had historically benefited from generous allotments of university funding, while other divisions, such as general medicine, received disproportionately little university support despite having extensive educational responsibilities." 19, p. 1101 The authors' department, therefore, developed an educational value unit system to link educational contributions with faculty compensation. The outcomes allowed faculty members who were heavily involved in teaching to reduce clinical responsibilities without reducing salary, thereby fulfilling (some 20 years after the fact) the AAMC's 1984 General Professional Education of the Physician (GPEP) recommendation that medical schools recognize faculty contributions to the general professional education of medical students. 22 Taken together, the articles in this collection provide insightful lessons about the challenges in overhauling the way data are gathered, analyzed, and used in medical school management decisions. Encouragingly, despite some false starts and roadblocks, many schools have succeeded in reallocating funds to support missions, to reward faculty members for participating in academic missions, and to change institutional culture and decision-making norms.
Criticism of MBM
Nearly as soon as mission-based management became widespread, so did its criticism. In most instances, MBM became equated with metric systems to evaluate faculty activities, as if the measurement of faculty productivity were the end in itself. Some schools developed such elaborate, complex systems that they were difficult to implement; never used in actual decision-making; [23] [24] and criticized as arbitrary, invalid, and inequitable. 25 In other cases, processes called "mission-based" were only focused on accounting changes of limited impact rather than institutional change and cultural transformation. In fact, reading the literature, one might get the impression that mission-based management focuses on the technical details of faculty metrics and productivity, not on institutional leadership and strategic decision-making. We have far fewer examples of these shifts in institutional culture; a recent article by Kirch et al. is an exception. 26 Perhaps the overarching criticism of MBM is that it is but one in a string of acronyms to hit the corporate and nonprofit sectors; a management fad, that, by definition, would be destined to fail. 27 Management fads in academe are typically borrowed from business settings and are implemented without acknowledging their limitations. 28 They are widely acclaimed; become commodified as business products; generate great interest and are implemented widely; and are featured in case studies testifying to their effectiveness but then gradually disappear from view. 29 Is mission-based management just a fad, to be replaced by the next latest and greatest idea to be promulgated by the AAMC and healthcare consulting firms? Did medical schools invest time, effort, and money on a management process that was nothing more than a placebo, management by numbers, or a quick-fix scheme? I would argue not, for three reasons:
1. Mission-based management emerged organically from many settings rather than being promoted by one particular school, company, or individual. It developed as a philosophy and approach to leadership and management in academic medicine at a variety of schools facing similar external pressures and threats.
2. There is not one prescribed way of "doing" mission-based management. While the AAMC/CSC program developed resource materials in order to help schools adapt to this new system of leading, governing, and making decisions, 14 the literature indicates multiple methods, approaches, choices, and outcomes, many of which are reported in this collection. 8 -12,19 -21 Schools have taken a toolkit of ideas and used those ideas most appropriate to their individual settings.
3. The ideas of mission-based management have percolated through academic medicine culture, even when the term "MBM" is not used. For example, many schools have introduced productivity measures into faculty compensation plans over the last decade.
Others have embraced the concept of transparency and an "open-books" management culture. Many schools have begun the process of identifying revenues and expenditures by mission area.
The Legacy of Mission-Based Management
It is perhaps this final reason that gives mission-based management a true legacy. The fact is that MBM or MBM-like practices are essential for maintaining the sustainability of academic medicine's tripartite mission in the cost-constrained reality of the early 21 st century. In this sense, the philosophy behind missionbased management is simply good management-aligning revenue and expenditure choices and a responsive decision-making culture consistent with the core mission and values of the institution-practiced not only by academic medical centers but by scores of organizations in the healthcare, education, and non-profit sectors as well as other industries.
Medical schools continue to face a turbulent healthcare environment, increasing regulatory burdens, and everpresent resource constraints, but they are a resilient bunch. In fact, history may show that in the late 20 th /early 21 st centuries, medical schools and teaching hospitals developed innovative ways to sustain and extend their missions of education, research, clinical care, and service to their communities despite the many serious threats before them. For many schools, mission-based management and variations of the theme have played an important role in rethinking the leadership and management of these institutions. As these ideas spread throughout the academic medicine community, we may see less of the "mission-based" moniker but will witness the outcomes of its ideals of a culture of transparency, mutual accountability, and shared decision making.
